In their seminal report into primary care research and development, Mant Primary care research is much stronger than it was when this report was published in 1997, but it is still the case that while the majority of care takes place in primary care, clinicians often have to make decisions in an evidence void. Where research exists, it has commonly been conducted in patients who are not typical of the primary care population. For example, skin problems, 2 disorders of the digestive system, 3 and allergy-related 4 problems are commonly seen in primary care, but a recent review of UK primary care research activity highlighted a paucity of studies conducted in primary care. 5 The case for more primary care based dermatology research is particularly pressing. Skin conditions are the most common reason for people to consult their GP with a new problem. 2 According to a recent report on health care needs for skin conditions, almost one-quarter (24%) of the population in England and Wales (12.9 million people) visited their GP with a skin problem in 2006.
2 Eczema, acne, and psoriasis are the chronic skin disorders most frequently seen, 2 with the majority of patients being managed in primary care: only 4% of children with eczema 6 and 0.3% of patients with acne 7 see a dermatologist.
Quality of life is reported to be significantly poorer for these patients such that the impact of their conditions may be greater than for life-threatening diseases such as cancer. 2 While these findings have mainly been conducted in dermatology out-patient clinics, there is some evidence that patients seen in primary care also have significant physical, social, and psychological impairments. 8, 9 Dermatology research appears to be neglected at both national and primary care levels. In 2006 The UK Clinical Research Collaboration published an analysis of the directly-funded UK research portfolios of the 11 largest government and charity funders of health-related research. In terms of the combined proportion of funding of 20 health categories, 'skin' ranked eighteenth, followed only by 'injuries' and 'other'. Perhaps it is hardly surprising then that in this broader context, there is very little primary care dermatology research. 5 The evidence from ISI Web of Knowledge is that other countries have a similar deficit in primary care dermatology research at present. Kruschinski If this disparity between clinical and research activity is to be redressed, then where to begin? Initially, just highlighting the issue to funders, researchers, and clinicians may help to stimulate funding, delivery, and engagement in primary care dermatology research. For example, subsequent to the second 'Mackenzie report' in 2002, 12 which described a dearth musculoskeletal research from primary care, there was a significant increase in the number of publications in this area.
The remit of primary care dermatology is very broad, making the identification of priorities especially challenging. NHS evidence maintains the Database of Uncertainties about the Effects of Treatments that includes skin topics, to which patients and clinicians can contribute, but currently no attempt is made to prioritise the research questions listed. 13 Should priority be given to the conditions most commonly seen in primary care, or to those where there are the greatest concerns about harms or costeffectiveness, or to those where research would be most timely; for example, research on the acceptability and efficacy of emollients in eczema where there are currently moves to limit choice on the grounds of cost alone?
One way to set priorities in research is to engage in explicit processes, such as those promoted by the James Lind Alliance.
14 But who should contribute to this exercise? Similar exercises conducted in other neglected areas have taught us that the process is labour intensive and there can be a poor agreement between the priorities of patients, clinicians, and researchers. 15 Even within a specific condition, such as eczema, a large number of treatment uncertainties can be generated. Interestingly, the James Lind Alliance invites patients, carers, and health professionals to take part in their prioritisation exercises, but specifically excludes researchers who may be driven by competing interests. 14 Primary care research has come a long way since its early days, supported now through the national schools of primary care research in England, Scotland, and Wales and the Primary Care Research Networks. 16 If priorities for research can be agreed and funding made available, then these organisations are ideally placed to facilitate the development and delivery of a portfolio of primary care dermatology research in the UK.
Interested clinicians and researchers can engage with the UK Dermatology Clinical Trials Network, which has a trial prioritisation and generation panel, as well as structures and support for developing trial ideas. for dermatological conditions where some treatments may be ingrained and awareness of treatment uncertainties poor. For example, the use of antibiotics for possible 'infective flares' of eczema in general practice is commonplace, 18 but the role of Staphylococcus aureus is far from clear. 19 Randomised controlled trials in primary care may be the way to answer definitively this kind of research question; but for GPs to be willing to refer incident cases of a condition, they will need to be convinced of the clinical equipoise and want any additional workload to be minimised. The key to meaningful and successful primary care dermatology research will be to engage with the important, answerable questions and make it straightforward for clinicians and patients to take part.
